fall-time infants, one eight months' and one seven months' foetus, and the frozen sectional method of research, which is now too well known to require description, was that employed. The brain and its membranes, the ear, the orbits and their contents, the nasal cavities, and the buccal cavity and sucking pads may now, without further preface, be described.
The Membranes of the Brain and the Cranial Sinuses.?In the infant at birth the arrangement and relations of the membranes of the brain do not differ in any marked way from those found in the adult; but there is a peculiarity as regards the relation of the cranial sinuses to the cranial vault which it is of importance to consider. The superior longitudinal venous sinus lies immediately beneath, and is in relation to the frontal suture, the anterior fontanelle, and the sagittal suture; and, as there is during parturition a varying amount of displacement of the borders of the parietal bones which form the boundaries of the sagittal suture, it follows that a considerable strain is put upon this venous sinus, with the result that occasionally rupture of the walls of the bloodvessel occurs, followed by extravasation of blood into the membranes. In two of the still-born full-time infants extravasations of blood, in one case into the falx cerebri, in the other into both the falx cerebri and tentorium cerebelli, were found; and I believe that this form of intracranial cephalhematoma is not nearly so rare as an examination of the literature of the subject would lead us to believe. M'Kee, in a paper on " Intra-cranial Cephalhsematomata " (Medical Record, 26th September 1885), lays special stress upon the great rarity of this variety as compared with the extra-cranial; but it is probable that the rarity is more apparent than real, for whilst all cases of the external blood extravasations are easy to diagnose during life, the intra-cranial effusions give rise to symptoms which may be, and no doubt often are, ascribed to other conditions; and, further, postmortem examinations of the brain of infants are neither easily obtained nor often carried out.
Charpentier also (TraiU des Accouchements, vol. i. p. 294) comments on the rarity of these cases, and points out their frequent association with placental disease, especially hemorrhagic, and with the coiling of the umbilical cord round the child. In both the cases in which I found intra-cranial meningeal haemorrhage in the new-born there was placental disease; and in one case, at any rate, the head was subjected to great and continued pressure, for the position was a persistent right occipito-posterior, and forceps were ultimately used to deliver the child. There was also coiling of the cord round the neck of the infant. In both cases the haemorrhage was meningeal, and could be traced from the tentorium cerebelli to the falx cerebri, and from the falx to the superior longitudinal sinus. at the same time we must, as this observer points out, remember the fact that in the infant the cerebellum is relatively small.
It will be seen from much that has been said that cerebral topography in the adult, but also more markedly in the infant, is still a very inexact science; but with the discovery of more satisfactory methods of rapidly hardening the brain in situ, it is certain that the subject will soon be put on a more exact basis, and that the relation of the cerebrum to the bones of the skull will be as well known as those of the heart and lungs to the thoracic parietes.
The (Fig. 2) showed very clearly the division of the tympanic cavity into two parts, the narrow atrium internal to the membrana tympani, and the broader attic above the level of that membrane. The cavity was seen also to have an irregularly triangular shape, the base being formed by the roof of the tympanum, and the apex by the narrow floor immediately internal to the tympanic membrane. The tympanic ossicles, malleus, incus, and stapes, were seen dividing the attic into an inner and an outer compartment, and their relations are the same as in the adult middle ear. In all the above-mentioned characters the tympanic cavity in the infant does not differ from that in the adult, but there is one point of difference of some clinical importance which has yet to be noticed, and that is the presence in the roof of the attic of an unossified suture. The roof of the tympanic cavity is formed by an outgrowth from the pars petrosa, which joins the squamosal part of the temporal bone; and at the point of junction there is, in the new-born infant, a suture, the petrosquamous, which, as Symington points out, increases the risk of inflammation in the tympanic cavity spreading to and involving the membranes of the brain. Clinical evidence shows that this complication of ear disease is very common in the infant, and that therefore the prognosis in otitis media occurring in early life is graver, but at the same time it must be remembered that the thinness of the mastoid portion of the bone will render the operation of trephining comparatively easy at this age and at this spot. If pus form here, and if the diagnosis be made with any degree of certainty, trephining the mastoid is indicated.
The Mastoid Antrum.?The mastoid cells are not developed till after puberty; but, as Symington has shown, there exists in that part of the periotic bone which is named the pars mastoidea a large space, the antrum, which communicates with the tympanic cavity.
In all the infants that were examined I found this mastoid antrum, and noted that it had, like the tympanic cavity, a very thin roof, which formed the only separation between it and the cerebral membranes. As the infant grows older, the walls, and especially planes. In a sagittal mesial section the greatest vertical diameter of the face is less than 5 ctms., whilst the greatest vertical diameter of the cranium is more than 10 ctms., and the difference is even more striking when antero-posterior measurements of the two regions are compared together. The face of the infant is nevertheless an important part, for physiognomy is a useful guide to the diagnosis of infantile maladies; and, further, the obstetrician requires to be able to recognise this region of the infant's body when it presents, as it occasionally does, at the os uteri. In making the diagnosis of a face presentation, one is usually instructed to feel the mouth,nose, eyes, supra-orbital ridges, malar prominences, and chin; and at first sight the presence of so many important landmarks would lead one to believe that the diagnosis must be an easy one. I have, however, been struck with the frequency with which students of the tutorial midwifery class in our University fail to recognise the face of the infant, or mistake it for some other part of the body, as the breech. The difficulty is, I believe, due to the fact that the child's face differs in several details from that region in the adult; thus the mouth does not contain teeth, and therefore is sometimes mistaken for the anus, a mistake which should not, however, arise, were the gums carefully felt for. The nose also at birth does not form the prominent feature that it does in adult life, and is liable to be mistaken for the tip of the sacrum and coccyx. Another diagnostic landmark is the eye, and some authorities advise that this organ should be felt for in making the per vaginal examination; but I must say that I think the less the obstetrician palpates the eye the better, for cases are on record where the enthusiastic tyro has done damage to this organ in his efforts to diagnose a face case. The supra-orbital ridges are useful landmarks, and so is the chin; but in the infant the chin is, on account of the rudimentary state of the inferior maxilla, a less prominent feature than in the adult. There need never be much difficulty in the diagnosis of a face case if the mouth and gums be recognised.
The Superior Maxilla.?The relatively small size of the superior maxilla is one cause of the small dimensions of the infant's face.
In the child at the time of birth the antrum of Highmore is a small cavity, and therefore the body of the upper jawbone is also small; and further, the alveolar process of the superior maxillae is also in a rudimentary condition, from the imperfect development of the teeth. From an increase in the size of the antrum of Highmore, from an enlargement of the alveolar processes, and from the development of the teeth, the growth of the superior maxillte and of the corresponding part of the face is brought about. The inferior maxilla also is small at birth, its symphysis is not fully ossified, and its angle is an obtuse one; but the development of the teeth during childhood brings it to its adult form and size.
The skin of the face is not so loosely attached to the subjacent bones as is that of the scalp, and hence in face presentations a marked caput succedaneum is rarely developed.
The Orbits and their Contents (Fig. 1) .?The orbits and eyeballs do not differ in the infant from the same parts in the adult. In several of the frozen sections made the relations of the parts within the orbit were very clearly brought out. The eyeball measures a little more in its antero-posterior diameter in the middle line than in either its vertical or transverse diameters, the measurements being about 1-7 ctm. antero-posteriorly, and 15 ctm. vertically and horizontally. In one of my cases the pupillary membrane was still present. In a plane immediately posterior to the eyeball the muscles have the following relations: the levator palpebrse superioris and the superior rectus lie in close apposition to the roof of the orbit, and are related externally to the lachrymal gland; near the inner wall is the internal rectus, and immediately above it is the superior oblique; close to the outer wall is the external rectus, and near to the floor is the inferior rectus, with the inferior oblique lying internal to it. The optic nerve does not lie in the axis of the orbit, but is nearer to its inner than to its outer wall, and its excentric position is more marked as it nears the eyeball; thus in one of my cases it lay 11 ctm. from the outer wall and 7 mms. from the inner wall (Fig. 1) . As a result of this disposition of the nerve, the external rectus is the muscle which lies furthest from the optic nerve in its course through the orbit. The large amount of fat lying behind the eyeball is well demonstrated in frozen sections of the head.
The Nasal Cavities (Fig. 1) (Fig. 1) .
The Sucking Pads (Fig. 1) 
